Psychosocial interventions can improve clinical outcomes of atopic dermatitis. This is the basis of patient education programs for atopic eczema. DERMATOLOGY + PSYCHOSOMATICS has published several studies in the past years [Hampel et al., 2001; Jaspers et al., 2000; Lemke et al., 2000; Salewski and Lissner, 2002; Zschocke et al., 2000] . The present issue of the journal focuses this topic and presents some of the latest developments in patient education programs. The efficacy of relapse prevention has made educational interventions become widely adopted in the treatment of various diseases [Irvin et al., 1999; Williams and Schneiderman, 2002] . The effects of educational interventions on the self-management of asthma were demonstrated in a metaanalytic review by Guevara et al. [2003] . Evidence that psychosocial factors contribute to the development of atopic dermatitis comes from studies like those by Kodama et al. [1999] , Kilpeläinen et al. [2002] and Picardi and Abeni [2001] . Kodama et al. [1999] questioned 1,457 patients after the Japanese earthquake in Hanshin in 1995. They found that 38% of patients with atopic eczema in the most severely hit region and 34% in a moderately hit region reported exacerbation, compared to only 7% in a control group without earthquake stress. However, 9% and 5% in the respective earthquake regions but only 1% in the control region reported a marked improvement of their atopic eczema. In a multiple regression analysis, subjective stress was a better predictor of exacerbation than genetic and treatment-related factors were. The results of that study show that stress apparently has an immunological effect which can also, though to a slighter extent, exert an opposite inflammatory effect. The relation between stress and atopic eczema is underlined by studies that show that daily hassles can be associated with symptom severity [King and Wilson, 1991] . Atopic dermatitis produces a significant economic burden [Emerson et al., 2001] , and has a high impact on the quality of life of patients and their relatives [Balkrishnan et al., 2003; Myon et al., 2004] . Quality of life in patients with atopic dermatitis is impaired more than in patients with other dermatological diseases [Augustin et al., 1999] and even more than in patients with other severe chronic diseases such as oncological diseases or juvenile diabetes mellitus [Su et al., 1997] . Besides, there is evidence that psychosocial stresses influence the development and course of atopic dermatitis via biologically plausible mechanisms [Buske-Kirschbaum et al., 2001; Gieler et al., 2000 Gieler et al., , 2002 Kupfer et al., 2001; Schmid-Ott et al., 2001] . Behavioral interventions and patient management programs help reduce the level of such psychosocial stresses and contribute to better clinical outcomes in atopic dermatitis. The effects of combined psychotherapeutic interventions were investigated in a couple of studies, and a metaanalysis on that issue was published in DERMATOLOGY + PSYCHOSOMATICS by Gieler et al. [2000] . The poor knowledge of patients with atopic dermatitis regarding corticoid treatment [Beattie and Lewis-Jones, 2003; Basak et al., 2003 ] as well as non-compliance regarding its use [Charman et al., 2000] suggest that atopic dermatitis management programs are necessary to improve coping with and outcome of the disease. The effects of hydrocortisone only therapy and hydrocortisone therapy plus self-control strategies on scratching were compared by Melin et al. [1986] , and Noren and Melin [1989] investigated different topical applications including systemic steroids in comparison to a combined psychotherapy. The skin symptoms improved under all these treatments, but patients that received psychotherapy improved significantly more. The use of drugs decreased, systemic steroids were no longer used, even at 1-month follow-up. In a well-controlled study Ehlers et al. [1995] on atopic eczema. Dermatological symptoms and scratching frequency were reduced by all therapies under investigation, especially by combined behavior therapy and scratching control techniques, but also slightly better by behavior therapy than by dermatological education and school medical therapy. In a further study, scratching frequency was found to decline in one group while in another group itching, skin symptoms and scratching frequency improved more. In the first group, the psychological variables 'depression', 'fear of failure', 'restrictions through atopic eczema', 'lack of self-assurance and attractiveness' were reduced; dermatological state and itching improved only in individual cases. The psychological variables particularly improved following combined behavioral therapy and improved least in the control group. The fear tendency was most effectively reduced in those groups that received relaxation training or combined behavior therapy. In one study anxiety was improved by dermatological education and combination therapy, though not significantly. Follow-up after 6 and 12 months showed that psychotherapeutic interventions had better long-term effects on the course of the disease -the skin had improved further. The combination of behavioral therapy and education [Ehlers et al., 1995] and the combined behavior therapy yielded marginally better results than the other forms of psychotherapy. The efficacy of therapies for children with atopic eczema and their parents has also been studied [Broberg et al., 1990; Chinn et al., 2002; Staab et al., 2002; Wenninger et al., 2000] . One study with children in a rehabilitation clinic compared the effects of a complex dermatological therapy with those of an additional behavior therapy comprising 7 hours per week. At the end of the treatment the skin had similarly improved in both treatment groups. In two recent controlled studies educational measures were shown to be superior to routine therapy. One of the studies observed similar effects in two groups; one of the groups underwent a direct training to change behavior, the other group was educated by video tapes [Niebel, 2000] . In a randomized study with a total of 204 families it could be shown that maternal quality of life had significantly improved in the intervention groups as compared to the control group . In the last years, several studies on patient education programs in atopic dermatitis yielded similar results. Chavigny et al. [2002] studied 40 patients who participated in 'Atopic School', an atopic dermatitis education program that was developed in Nantes. The authors found an improvement in the SCORAD in 95% of the patients and concluded that the Atopic School 'represents a major breakthrough in the care of such patients'. In the present issue of DERMATOLOGY+PSYCHOSOMATICS you will find more aspects regarding these treatment programs. The German Multicenter Study on Atopic Dermatitis has just been completed this year. It comprises more than 1,000 patients or affected parents and has yielded very similar results. This stimulates us to go on with this treatment approach. Atopic eczema is obviously an important psychosomatic disease. Further studies will help to highlight the missing link between affective state and psychoimmunological reactions. 
